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Abstract
Background: Self-management support is seen as a cornerstone of good diabetes care and many countries are
currently engaged in initiatives to integrate self-management support in primary care. Concerning the organisation
of these programs, evidence is growing that engagement of health care professionals, in particular of GPs, is critical
for successful application. This paper reports on a study exploring why a substantial number of GPs was (initially)
reluctant to refer patients to a self-management education program in Belgium.
Methods: Qualitative analysis of semi-structured face-to-face interviews with a purposive sample of 20 GPs who
were not regular users of the service. The Greenhalgh diffusion of innovation framework was used as background
and organising framework.
Results: Several barriers, linked to different components of the Greenhalgh model, emerged from the interview
data. One of the most striking ones was the limited readiness for innovation among GPs. Feelings of fear of further
fragmentation of diabetes care and frustration and insecurity regarding their own role in diabetes care prevented
them from engaging in the innovation process. GPs needed time to be reassured that the program respects their
role and has an added value to usual care. Once GPs considered referring patients, it was not clear enough which
of their patients would benefit from the program. Some GPs expressed the need for training in motivational skills,
so that they could better motivate their patients to participate. A practical but often mentioned barrier was the
distance to the centre where the program was delivered. Further, uncertainty about continuity interfered with the
uptake of the offer.
Conclusions: The study results contribute to a better understanding of the reasons why GPs hesitate to refer
patients to a self-management education program. First of all, the role of GPs and other health care providers in
diabetes care needs to be clarified before introducing new functions. Feelings of security and a basic trust of
providers in the health system are a prerequisite for participation in care innovation. Moreover, some important
lessons regarding the implementation of an education program in primary care have been learned from the study.
Background
Within the health care field, there is an increasing
awareness of the importance of self-management
within the treatment and follow-up of persons with a
chronic condition [1]. Patients are handling (self-mana-
ging) their condition on a daily basis and the way they
do this has a major influence on the outcome of their
illness. Most individuals will need support in order to
acquire the necessary knowledge, skills and confidence
to cope with this task. This is especially the case for
diabetes patients for whom self-management support is
seen as a cornerstone of good diabetes care. As a
result, many countries are currently engaged in initia-
tives to integrate self-management support for diabetes
patients in primary care [2]. * Correspondence: patricia.sunaert@ugent.be
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cation programs, evidence is growing that the engage-
ment of health care professionals is critical for
successful application of these programs. In the past, the
lack of integration in primary care has resulted in
recruitment problems, especially of patients from ethnic
minority groups [3]. Further, poor integration may lead
to missed opportunities for follow-up and behaviour
reinforcement [4]. In particular general practitioners
(GPs) are in a position to target interventions to indivi-
dual patients because of their knowledge of patient’s
context, biography and illness trajectory. For this reason,
recruitment directly from within primary care is seen as
a way to enhance patient participation in self-manage-
ment programs [5].
In Belgium, an education program for type 2 diabetes
patients was piloted in primary care during a four-year
action research project (2003-2007). The education pro-
gram was launched as a new service in the region in
October 2004 and was part of a complex intervention
based on the Chronic Care Model (CCM) [6]. The con-
tent of the education program was theory driven
(empowerment theory) and tailored to the individual
needs of the patient [7,8]. An important role was
assigned to GPs in identifying and motivating patients
eligible for self-management support. In order to
achieve maximum integration within usual care, patients
could only enter the program on referral by their GP.
An implementation strategy was developed based on the
evidence on successful implementation of care innova-
tion [9].
As part of an overall evaluation, the participation rate
of patients in the education program and the referral
rate by individual GPs were monitored. Participation of
patients increased gradually and the adoption of the
new service by GPs showed a curve similar as the one
described by Rogers [10]. Two years after the introduc-
tion of the program in the region, about 70% of all GPs
in the region had at least one patient in the program.
However, there was a substantial variation in the num-
ber of participating patients per GP (1 to 25) and about
one-third of all GPs still had no patients in the program.
GPs that used the service on a regular basis, experienced
the program as supportive and complementary to their
own work. In particular, the added value for the partici-
pating patients and its impact on daily diabetes care was
emphasised [8].
This paper reports on a study exploring why a sub-
stantial part of GPs was (initially) reluctant to refer
patients to an education program. The main purpose of
the study was to explore the GP-perceived barriers
regarding the referral to an education program for dia-
betes patients so that self-management support initia-
tives could be refined in the future.
Methods
Design
Qualitative analysis of semi-structured face-to-face inter-
v i e w sw i t hap u r p o s i v es a m p l eo fG P sw h ow e r en o t
regular users of the service.
Setting
The self-management education program was launched
in a well-defined area with 76,826 inhabitants and an
estimated number of 2,300 type 2 diabetes patients. In
2004, the region counted 83 GPs (GP to population
ratio of 1:925) of whom 70% worked in a single-handed
practice. Two trained diabetes educators were appointed
to deliver the program in the region. The target popula-
tion were people with type 2 diabetes on lifestyle treat-
ment and/or oral medication with the focus on newly
diagnosed patients, patients with complex problems and
patients not reaching the targets on maximal oral
therapy.
Participants
A purposive sample of 20 GPs was selected in order to
obtain maximal diversity (degree of adoption, gender,
age, practice type). The degree of adoption of the service
was defined by the number of patients participating in
the program. According to the number of patients
entering the program, GP’s were assigned to 4 groups: ≥
5 patients (group 1), < 5 and ≥ 1p a t i e n t s( g r o u p2 ) ,1
patient (group 3) and no patient in the program (group
4) (table 1). GPs in group 1 were considered as regular
users of the service. GPs from group 2, 3 and 4 were eli-
gible for our study. Of the 20 invited GPs five could not
be interviewed: four GPs refused to participate (2
because of time-restraints (group 3), two without a for-
mal reason (group 4)) and one GP was abroad (group 2)
when the interviews were planned. Those five GPs were
replaced by GPs with the same referral profile and com-
parable demographic and practice characteristics.
Data collection instruments
A flexible topic guide with a loose structure of open-
e n d e dq u e s t i o n sw a su s e di no r d e rt oe x p l o r ee x p e r i -
ences and attitudes regarding the service in general, rea-
sons for limited or non-referral to the program and
suggestions for adaptation of the program in the future.
Procedure
First, potential participants were informed about the
study by e-mail. Next, the interviewer contacted them
by phone and the purpose of the interview was briefly
explained. If the GP consented in the interview, an
appointment was made. All the interviews were con-
ducted by the second author (MV), a psychologist
trained in qualitative interviewing methods. To
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not involved in the pilot study. All interviews were
audio taped and transcribed verbatim for coding an ana-
lysing. The interviews took place in the GP’s practices
and were conducted from February 2007 through April
2007.
Ethics
The study was approved by the Ethical Committee of
the University of Ghent (Approval number 2004/253)
and the Ethical Committee of the University of Antwerp
(Approval number 12/07/2004).
Analysis
Two researchers (MV, PS) were involved in coding the
data. The interview data were analysed by the frame-
work approach for policy relevant qualitative research
(familiarisation, identifying a thematic framework, index-
ing, charting, mapping and interpretation) [11]. First, the
interview data were analysed in order to identify the
main reasons for limited referral of patients to an educa-
tion program as experienced by the individual GPs. This
analysis produced a list of major themes related to the
limited uptake of the service. Next, the text material was
analysed in order to develop a deeper understanding of
the reticent behaviour of the GPs regarding the offer in
the region. In this stage the Greenhalgh diffusion of
innovation framework, a theoretical model of complex
change, was used as background and organising frame-
work [12]. The Greenhalgh model is based on a sys-
tematic review of the literature regarding the diffusion
of innovations in health care organisations addressing
the question: ‘How can we spread and sustain innova-
tions in health service delivery and organisations?’ and
identifies key domains in which factors influencing
uptake and implementation are found. In this study the
innovation concerned was the education program, the
organisation where the innovation was intended to
spread was the network of GPs in a defined region. The
same analysis procedure has been used in both steps.
First, two researchers performed the coding indepen-
dently (MV and PS). Next, consensus was reached on
the aggregated data through discussion (researcher
comparison).
Results
Participant characteristics
Table 2 presents participant characteristics.
Reasons for non or limited referral
GPs expressed several reasons for non or limited referral
of patients to the education program. Through coding
and analysing, a number of key themes linked to differ-
ent phases in the adoption process emerged from the
interview data [13]. Most GPs mentioned more than
one reason. Further, some GPs (not all) evolved in the
adoption process during the intervention period. As a
result, reasons linked to different phases of the change
(adoption) process can be seen for one and the same
GP. Once GPs moved ahead in the adoption process,
other barriers could turn up. The results are presented
in relation to the components of the Greenhalgh model
(table 3) and the strategies we have used to enhance
implementation of the program in the region [14]. The
most important reasons are discussed and illustrated
with some quotes.
Attributes of the education program
Relative advantage is a sine qua non for adoption of an
innovation. In this case, the cost-benefit analysis of the
program remained negative for a substantial number of
Table 1 Characteristics of GPs in relation to referral rate
Group 1 (n = 16)
≥ 5 patients
Group 2 (n = 21)
< 5 and ≥ 1 patients
Group 3 (n = 16)
1 patient
Group 4 (n = 27)
no patient
Total(n = 80)
Participant characteristics
￿ Female (%) 25 5 19 22 18
￿ Age in 2007 (mean; years) 48,1 46,1 48,1 48,6 47,8
Practice characteristics
￿ Single-handed practice (%) 50 62 94 85 74
￿ Staff support in practice (%) 25 31 21 35 29
￿ ≥ 30 diabetes patients (%) 69 67 77 59 67
￿ Diabetesregister (%) 33 31 15 20 25
Participation in complex intervention
￿ Protocol development (%) 31 5 0 0 7
￿ Attending ≥ 1 training session (%) 94 48 50 33 53
￿ Participation in audit (%) 63 29 6 7 24
￿ Referral for insulin initiation (%) 69 48 31 0 33
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workload instead of supporting them in patient care. In
fact, completing the administrative procedures
(informed consent, referral letter) and motivating
patients to enter the program required extra consulta-
tion time.
“We need time to motivate the patient to enter the
program. We also need sufficient time to listen to the
patients’ p r o b l e m s .T h i si sc o n f l i c t i n g .M o r e o v e r ,s o
many other projects are also claiming our attention
(screening for breast cancer, screening for colon can-
c e r ,. . ) .I nt h ee n dt h e r ei sn ot i m el e f tf o rt h er e a l
job."(4, 2)
“The administrative procedures are a major barrier.
They have a negative impact on the regular doctor-
patient relationship. My patients do not understand
the reason for this paperwork. When they need a
nurse in usual care, they do not have to sign papers
either."(3,2)
The perception of extra administrative workload was
unfortunately increased by another component of the
complex intervention in the region. Concurrently with
the launch of the education program GPs were invited
to participate in an audit of diabetes care in the region.
As a result some GPs thought they had to participate in
the audit in order to be allowed to refer patients to the
centre. This has been an important disturbing factor,
especially at the start of the program.
“It doesn’t feel like the project is supporting my work
as a GP. Until now, I have not experienced any posi-
tive effect of the project. On the contrary, the project
is more of a waste of valuable time to the GP. We
already take care of our patients; the registration of
quality data has no added value."(4, 2)
Furthermore, the potential benefits of the education
program remained too vague. Once diagnosed, diabetes
patients are expected to take part in managing their
symptoms, treating their condition, coping with physical
and psychosocial consequences and in making lifestyle
changes. Almost all GPs mentioned that (some of) their
diabetes patients struggled with the uptake of the daily
care of their illness and could benefit from extra
support. However, some of them were not convinced
that the program was an appropriate answer to this pro-
blem or doubted whether the program would result in
better outcomes.
“Many of my patients will rather take an extra pill
than change their lifestyle. However, I do not know if
there is a solution to this problem. If they don’t listen
to their GP, will they listen to another person? Some
people are difficult to motivate. I do not tend to refer
these patients to the program because I assume that
they will not be open for it."(4,8)
“I appreciate the launching of an education program
in the region. This initiative will benefit our patients.
As we are limited in our possibilities to educate
patients ourselves, the program is in a way also sup-
porting us. We can save time. However, I am not
sure if this initiative will result in better outcomes.
Probably it will be difficult to evaluate."(2,1)
This perception often changed once GPs had a patient
in the program. Due to the positive experiences among
their patients, the potential benefits of the program
became more apparent, e.g. GPs experienced that their
patients were more receptive for advice. As a result,
these GPs intended to use the program in the future.
“At the start I refused to cooperate with the project
and to refer patients to the centre. My perception of
the project was negative mostly because of the extra
administrative workload. With time my attitude
towards the project changed in a positive way. I now
realise that the program works very well and that it
supports our patients. Therefore I’m referring more
and more patients to the centre."(2, 3)
“At the beginning I experienced the program as too
vague. However, once you have read the information
and you have a patient in the program, the purpose
becomes more evident. In my opinion it is a good
program. But you need to take the first step."(3,5)
As the service was not available in the past, some GPs
have invested time in patient education themselves.
These GPs were not convinced of the added value of an
educator in diabetes care. They experienced no pro-
blems managing diabetes in practice and argued that
Table 2 Characteristics of participating GPs
GROUP 2 (n = 5)
< 5 and ≥ 1 patients
GROUP 3 (n = 5)
1 patient
GROUP 4 (n = 10)
no patient
TOTAL (n = 20)
Age in 2007(mean; years) 51.8 (46-57) 43.8 (33-52) 46.6 (31-63) 47,2
Female (number) / 2 2 4
Single-handed (number) 4 4 9 17
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Components of the diffusion of innovation model Strategies used to enhance implementation Key themes
1. Attributes of the innovation
To be successfully and widely adapted, an innovation
must be seen by potential adopters as having:
￿ Relative advantage
￿ Simplicity
￿ Compatibility with existing values and ways of working
￿ Trialability
￿ Observability
￿ Potential for reinvention
￿ theory-driven program based on current
evidence
￿ well-trained diabetes educators
￿ integrated in primary care
￿ no financial threshold for patients
￿ possibility of home visit
￿ extra administrative workload
￿ motivation of patients requires extra
consultation time
￿ doubts about the added value of
the service
￿ potential benefits not visible enough
￿ distance to the centre
2. Concerns of potential adopters
Adoption is a process, not a one-off event, and is
influenced by concerns, including:
￿ Prior to adoption (what are its properties and potential
benefits? What will it cost me?)
￿ During early use (how do I make it work?; when and
how should I use it?)
￿ During established use (how can I alter or improve it?)
￿ interdisciplinary care protocol with clear job
descriptions
￿ strengthening of GPs’ role in diabetes care
￿ referral by GP obliged
￿ advice regarding the target groups
￿ fear of further fragmentation of
diabetes care
￿ fear of negative interference with
the doctor-patient
relationship
￿ fear of losing control over therapy
￿ uncertainty about job boundaries
￿ doubts about which of their patients
will benefit (the most)
￿ lack of motivational skills
￿ patients are not asking for the
service themselves
3. Communication and influence
An individual’s decision to adopt an innovation is
influenced by:
￿ Mass media
￿ Interpersonal influence
￿ information campaign targeting GPs, patients
and other health care providers
￿ confusion regarding the aims of the
project
￿ limited awareness of the program
among patients
￿ negative attitude of peers towards
the program
4. Organisational antecedents for innovation Organisations
may be more or less innovative. Differences are explained
by several factors:
￿ Absorptive capacity for new knowledge
￿ Leadership and management
￿ Risk-taking climate
￿ Effective data capture systems
￿ Slack resources
￿ establishment of a local steering group
￿ appointment of a program manager
￿ involvement of regional stakeholders
￿ sufficient financial resources (for the course of
the pilot)
￿ no tradition with the initiation of
care innovation in primary care
5. Organisational readiness for innovation
Readiness includes:
￿ Innovation-system fit
￿ Tension for change
￿ Balance between supporters and opponents
￿ Specific preparedness
￿ survey among health care providers at the
start of the project, exploring the needs
regarding diabetes care in the region
￿ non-referral as a way to express
dissatisfaction with their current role
in the health care system
￿ disbelief that project results can
influence health policy
6. The implementation process
Implementing a complex innovation, and making sure it
becomes business as usual, is a highly non-linear process,
typically characterised by shocks and setbacks. Critical
success factors include:
￿ Appropriate of change model
￿ Good project management
￿ Human resource issues
￿ Alignment between new and old routines
￿ establishment of a local steering group
￿ establishment of study groups
￿ appointment of a program manager
￿ balanced implementation plan (’help it
happen’ strategy)
￿ tend to forget about the service
7. Linkage
Innovation is more likely when there is:
￿ Early and ongoing dialogue between developers of the
innovation, the change agents charged with promoting
its adoption, and its users
￿ Communication within the organisation and between
similar organisations
￿ involvement of GPs in program development,
initial via their QPRGs, later on via the study
groups
￿ involvement of all health care providers
involved in diabetes care via study groups
￿ not used to being involved in care
innovation development
8. The broader context
Innovation in organisations is more likely to be successful
when there is a ‘following policy wind’, a conductive
socio-political climate, and specific incentives and
mandates at national level
￿ integration of the program in primary care
￿ financial resources provided by project funding
￿ regular contact with the commissioners of the
study
￿ feelings of frustration and insecurity
regarding GPs’ position and role in
health care
￿ disbelief that project results can
influence health policy
￿ uncertainty about continuity of the
program
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them and not from an unfamiliar person in a centre,
who does not know the context of the patient.
“Perhaps some GPs want to delegate this part of dia-
betes care (education) to another care provider. I pre-
fer to inform my patients myself because I think I can
offer more continuity than a supplementary program.
Therefore I’m willing to put a lot of energy in this
aspect of care. My patients can always contact me
when they have questions. “(4,7)
Others have organised their own network for educa-
tion. In some cases, the educator was seen as an intru-
der in established relationships with other care
providers.
“I cooperate very well with other care providers (nurse,
dietician) in my neighbourhood. I do not feel the need
to use the program because one of the nurses I work
with is qualified to give education. I have no reason to
refer my patients to the centre."(4,4)
“The introduction of a new function competes with
the already available workforce in the region (nurses
of different organisations). The introduction of an
educator in primary care disturbs our relationship
with the nurses in the field. The nurses I am used to
working with know the patient and the patient’sc o n -
text very well."(4,3)
A practical barrier often mentioned by the GPs was
the distance to the centre, located centrally in the city.
According to the GPs, their patients were often elderly
a n dl e s sm o b i l ep e o p l ef o rw h o mt h ed i s t a n c et ot h e
centre was an extra barrier to enter the program. The
p r o g r a mt a r g e t e dp a t i e n t sf r o mad e f i n e dg e o g r a p h i c a l
area, a small city (40.000 inhabitants) surrounded by
eight communities. The distance barrier was mainly
referred to by GPs working in the surrounding commu-
nities. To overcome this barrier, the possibility of home
visits was introduced, but some GPs mentioned they
had forgotten about this option.
“The accessibility of the program is an obstacle to
some of my older patients. The distance from their
homes to the centre is too far and therefore they need
to ask their family for transport."(3, 5)
“The program should be organised as near to the
patient as possible. The possibility of home visits
should be expanded and perhaps one should consider
organising the program in the GP’sp r a c t i c e s .T h e
threshold for participation has to be held as low as
possible."(4,2)
Concerns of potential adopters (GPs)
Although a clear job description was provided for the
educators, most GPs experienced the introduction of a
new function (educator) in the region as a potential
threat. GPs were afraid to lose their patients (once
more), this time not to an expert in secondary care (the
specialist) but to an expert in primary care (educator).
They feared further fragmentation of diabetes care and
stated that the introduction of a new function would
undermine the doctor-patient relationship.
“My role in diabetes care is limited. There are
already two diabetes centres (hospital) in the region
and now another centre in primary care is limiting
the role of GPs in diabetes care. For this reason I
decided not to participate. Moreover, the referral of a
patient to a centre often means the end of the estab-
lished doctor-patient relationship. Diabetes-related
consultations decrease; you are not the only expert
anymore."(4, 5)
“The introduction of a new function (educator) in
primary care limits the role of the GP to the referral
of the patient. This project is once more an illustra-
tion of the ongoing fragmentation of care (COPD,
asthma, ..)."(4,3)
For some GPs, job boundaries were not always clear
enough from the start, e.g. is an educator allowed to
change therapy? They were afraid to lose control over
therapy and to be left with the paperwork. Some GPs
emphasised the need for more communication regarding
collaboration modalities.
“My objection against the program is that the content
of the program overlaps with our job. When it comes
to dietary advice, the project can probably do a good
job, as well as for lifestyle advice in general. But I do
not agree with a centre giving therapeutic advice
regarding glycaemic control. I like to have control,
and I cannot accept that the centre takes over my
role. There should be more emphasis on clear job
descriptions."(3, 1)
Again, these concerns usually diminished once GPs
h a dap a t i e n ti nt h ep r o g r a ma n dp e r c e i v e dt h a tt h e
educator respected the task agreements.
“At the start I was afraid that the centre would take
diabetes care away from primary care. Later on I
became convinced of the added value of collaborating
with the program. I appreciate their way of working.
The communication with the centre is very good,
especially via e-mail.” (2,5)
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for the program. To most GPs, once they considered
using the program, it was not clear enough which of
their patients would benefit (the most) from education.
As a result the selection criteria varied widely. Some
GPs proposed the program to all of their patients,
others were more restrictive and e.g. proposed the offer
only to their motivated patients.
“A number of patients in my practice did not qualify
for the program. In many cases current treatment is
successful, so I see no reason to refer them to the pro-
gram. In other cases, patients have too many pro-
blems, so I prefer referring them to the specialist.
Some other patients were too old for the program (e.
g. living in a home for the elderly)."(3,4)
Further, some of the GPs experienced they lacked the
skills to motivate patients for this kind of service, which
might explain why many of their patients preferred not
to participate. Ultimately, it is the patient who decides
whether he enters the program or not. The training ses-
sions mainly focussed on the content of the program
and less on the skills needed to motivate patients for
the program.
“It is a positive initiative but in my experience it is
not easy to motivate patients to enter the program.
Maybe I lack motivational skills."(3,4)
The efforts made to motivate patients varied widely.
Some GPs displayed a poster in their waiting room,
others distributed leaflets and some invested extra con-
sultation time. The fact that, in spite of the efforts made
to inform patients regarding the education offer (mass
media, leaflets, poster campaign), most patients did not
ask themselves to enter the program, made the job
harder.
“Until now, none of my patients has volunteered for
the program. If my patients had expressed the need
for it, I would certainly have referred them to the
centre. However the patients are not yet motivated to
enter this kind of program. We have to push them.”
(4,7)
Communication and influence
GPs were first informed about the program via their
local quality peer review groups (QPRGs). These groups
are part of a quality assurance program for GPs and
specialists in Belgium since 1996 and meet at least four
times a year. The QPRGs turned out to be an effective
channel for information transfer. Almost all GPs heard
about the program through their QPRG. Later on
information was spread on a regular basis through dif-
ferent channels: mass media, e-mail, training sessions,
and interpersonal contacts. Most GPs were positive
about the information campaign, and the QPRGs and
training sessions were considered as the most effective
information channels. Written documents and e-mails
were often ignored.
“We were well informed about the program; we were
invited to visit the centre and training sessions were
organised."(4,8)
Nevertheless, a group of GPs experienced the informa-
tion campaign at the start as confusing (see linkage) and
some GPs advised more aggressive information meth-
ods, comparable with those used by pharmaceutical
companies (see implementation process).
“The information campaign was rather chaotic at the
start. I had the impression that the information cam-
paign was not well-prepared. It was not clear enough
what we could expect from the program and how we
could use it. Later on, we received a lot of written
information and once I had a patient in the pro-
gram, everything became more evident."(3,5)
In the course of the interviews, several GPs referred to
the negative attitude towards the program (and the glo-
bal project) among their peers to reinforce their own
concerns. Most concerns, expressed by their peers were
linked to the fear of further fragmentation of care, fear
of losing the patient (once more) and disbelief in the
aims of the project.
“Many of my colleagues are reluctant to cooperate
with the program. They experience the project as a
way for the government to demonstrate that GPs are
not performing well in diabetes care. The project is
not aimed at supporting primary care, and it comes
across as criticism on the quality of diabetes treat-
ment in primary care. What most GPs fear is to lose
another part of the job."(2,4)
Organisational antecedents and readiness for innovation
In the Belgian context, GPs have little or no tradition
with the initiation of care innovation initiatives by them-
selves. Further, involvement of primary care in policy
decision making is limited. As a result, GPs are mostly
receptive receivers of innovations planned by other part-
ners in health care (government, hospital, care provider
organisations). This is probably an important reason
why adoption of innovations among GPs is often mod-
erate to poor (at the start). In this case, we tried to over-
come this barrier by involving GPs (and other care
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strategy was enabled by the presence of regional GP net-
works and the appointment of a program manager in
the region. First, cooperation was obtained from the
chairman of the regional GP organisation. Next, indivi-
dual GPs were reached through their QPRG. However,
the strategy to involve individual GPs in the develop-
ment of the program was less successful (see linkage).
“We were involved in the project from the beginning.
T h es t a r t i n gu pw a st o t a l l y different from all the
other projects that have been introduced recently (e.g.
clinic for obesity). Most of the time the hospitals are
taking the leading and GPs are barely involved. I
recognise, it is not easy to involve GPs in the develop-
ment process of all these projects. A delegate needs to
be assigned for each project and GPs do not always
have the time or interest. Furthermore, most of this
work is done for free."(3,4)
In the course of the interviews, many GPs expressed
their dissatisfaction with their current role in the health
care system (see broader context). Especially the rela-
tionship with secondary care was a point of concern for
most GPs. Most GPs stated that they have progressively
lost territory to specialist care. Accordingly, several GPs
were suspicious regarding the new service in the region,
fearing that this initiative would further undermine their
position in health care. Although the aim of the project
was to explore how primary care could be strengthened
in chronic care delivery, some GPs experienced the pro-
ject as another strategy to shift diabetes care towards
secondary care, as a method to demonstrate that GPs
are not performing well. As a result, for a substantial
number of GPs, non-referral was a way to protest
against (their perception of) the current evolutions in
the organisation of the health care system. They did not
believe that the project would lead to a fundamental
change.
“I regret that diabetes care is fragmented once more,
now in primary care, between GPs and the centre. I
do not agree with this evolution and for this reason I
did not refer any patient, I am consequent. The pro-
ject aims to restore the central position of the GP but
I do not experience it this way. The decision to estab-
l i s hs u c hac e n t r eb o t h e r sm e ,n o tt h ep e o p l ew h o
work there (I think they do a good job).” (4,6)
The implementation process
Until recently, most care innovations in the Belgian con-
text were hardly accompanied by an implementation
plan. This is probably another reason why adoption of
innovations among GPs is often moderate to poor (at
the start). In this case, we tried to overcome this barrier.
An implementation plan was developed (information
campaign, training sessions, personal contact, website, e-
mail, ..) and supervised by the program manager (in col-
laboration with the research team). The implementation
plan relied on the ‘Help it happen’ strategy. Some GPs
started to use the service, but stopped later on. Once
the information campaign weakened, they forgot to
mention the program to their patients. These GPs
a d v i s e dt ou s eam o r ei n t e n s i v ep r o m o t i o nc a m p a i g n
with frequent interpersonal contact in order to enhance
and maintain participation.
“At the beginning I referred some patients to the cen-
tre. But after a while, one forgets to propose the
opportunity to the patients. There were some pro-
blems with the implementation of the program and
follow-up has to be more active. We need an
approach comparable to the approach used by the
pharmaceutical companies. Currently only those GPs
who are really interested remain in the project."(2,1)
Linkage
In order to achieve intervention-adopter fit provisional
project plans were proposed to GPs (via their QPRGs)
with the appeal to bring in their vision regarding high
quality diabetes care. This strategy was not a success in
the current context. Several GPs perceived this approach
as a lack of professionalism and preparation of the
research team. They expressed the need for concrete,
relevant information and were reluctant to participate in
the development of a program. Their advice was to
introduce a clear concept with the possibility of adapta-
tions in the future.
“I had the impression that the project team was still
reflecting on the content of the project. They need to
do their homework instead of debating with the tar-
get group about the modalities of the project. It is not
our job to conceive a project. They should introduce
a clear concept and provide the possibility to make
adaptations later on."(2,1)
Consequently, the involvement of GPs in program
development was organised through participation of
interested GPs in study groups.
The broader context
The education program was launched in a context
where some of the preconditions to facilitate chronic
care delivery in primary care (patient list, gatekeeper
function, staff support, IT support) are still not or only
moderately fulfilled. Furthermore, initiatives to support
diabetes care were until recently mainly hospital-based,
leading to a transfer of patients to secondary care. This
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they cannot ‘compete’ with the expertise and service
delivered in secondary care. Several GPs expressed their
dissatisfaction about their current role in (diabetes)
health care.
“Our attitude regarding the project was probably
influenced by former experiences. I have been doing
this job for 20 years now. We’ve gradually lost terri-
tory to the specialists, e.g. patients on insulin therapy
could suddenly get all their material for free in dia-
betes centres. This way, we lose patients. What
remains is a letter from the specialist every two
months and a thick patient file."(2,3)
“They wanted to compare the quality reached in pri-
mary care with the quality of care in the diabetes
centres. This is not a correct starting point. There
will be an enormous bias; hospital care is currently
better organised and supported. We need to motivate
our patients to consult the centre, to consult the
ophthalmologist, ... In the hospital all disciplines are
available in one location. We cannot compete with
hospitals. It is obvious that the result in the hospital
will be better."(3,5)
A l t h o u g ho nt h eo n eh a n de f f o r t sw e r em a d ei nt h e
project to strengthen primary care at the regional level
(steering group, program manager, study groups) and on
the other hand, to strengthen the role of GPs in diabetes
care (interdisciplinary care protocol with clear task
descriptions and central role for GPs) a number of GPs
refused to refer patients for reasons related to the heath
care context, even at the end of the study period.
“I do not believe in this project and that’sw h yId i d
not participate. In the past few years diabetes care
has gradually moved from primary to secondary
care, mostly under pressure of specialists. As a conse-
quence specialists are currently overwhelmed by pri-
mary care work and the cost of diabetes care is
rising. Health policy leaders have the intention to
turn this trend, but I don’t believe specialists really
want to return some responsibilities to the GPs. I
have the impression that this project will not change
health care organisation fundamentally. It’so n l ya
small adaptation of the existing system.” (4,1)
Linkage with the commissioners of the pilot study was
maintained on a regular basis (at least two times a year).
Continuation of financing depended on a positive eva-
luation of the project. Consequently, tension mounted
between the positive results longed for by the commis-
sioners and the moderate success of the program in the
field. Several GPs mentioned that the program
introduced a new way of working and should be given
time to grow. Uncertainty about continuity was an addi-
tional barrier to take up the service.
“At the start of the program, it wasn’t clear if it
would be continued after the pilot project. If an offer
is temporary, many GPs hesitate to refer patients
and to invest much energy in it. This was another
threshold to participate. I think it is an offer that
needs time to have an effect. First GPs need to be
convinced of the program’s added value, and then
these GPs need to motivate their patients. This takes
time, and we don’t see our patients each week. “(3,2)
Discussion
Summary of the main findings
A range of barriers, related to different components of
the Greenhalgh model, emerged from the interview
data. One of the most striking ones was the limited
readiness for innovation among GPs. Feelings of frustra-
tion and insecurity regarding their own role in (diabetes)
care prevented them from engaging in the innovation
process. They were afraid that the program would lead
to further fragmentation of diabetes care and undermine
the doctor-patient relationship. Similar concerns were
expressed by almost all GPs (even those who became
regular users), but part of them overcame these barriers,
often mentioning the first patient-related contact with
the educator as a reassuring factor. In general, GPs with
at least one patient in the program were positive regard-
ing the content of the program and the collaboration
with the educator. This, strengthens our findings that
regular users are enthusiastic about the program. Once
GPs considered using the program, the selection of
patients for the program was a point of concern. They
were not sure which of their patients would benefit
from the program. Further, some GPs expressed the
need for training in motivational skills, so that they
could better motivate their patients for the service.
Findings in relation to the literature
Resistance to innovation is a well-known and universal
phenomenon. GPs needed time to be reassured that the
program respects their role and has an added value to
usual care. Similar concerns were registered among GPs
regarding the introduction of the Expert Patients Pro-
gramme (EPP) in the UK [15]. However, one can expect
that in a context where GPs feel insecure about their
own role in health care it will take more time to build
the trust needed to engage in a program. Moreover,
these feelings were probably also reinforced by the lim-
ited tradition in interdisciplinary collaboration and the
current payment system (fee-for-service). A recent
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geriatric day hospital in the Belgian context, reported
similar findings [16]. As mentioned in a previous publi-
cation, health policy leaders are aware of the fact that
the role of GPs needs to be clarified and reinforced but
fundamental decisions (patient list, gatekeeper function)
fail to occur, partly because of the complexity of the
decision process in the Belgian context and the weak
power of GPs to influence this process [6]. A review of
the Sharing Health Care Initiative (SHCI), a national
program (2001-2004) testing different self-management
support models in the real world setting of Australia,
also reported problems in obtaining referrals from GPs.
For this reason some projects changed their recruitment
strategies. Projects which had strong relationships with
local health services had less problems achieving multi-
disciplinary cooperation from GPs, community nurses
and allied health practitioners. E.g., one project, building
on existing relationships with local GPs, was able to
recruit clients through a combination of direct referral
by GPs and a review of patient lists. The projects, using
a resource intensive approach of reviewing patients lists
to identify potential clients, appeared most successful in
recruiting participants with greater support needs [17].
It is worthwhile to explore this strategy in our context
in the future, but first more research is needed to sup-
port GPs (or other staff members) in identifying patients
who will benefit from a particular education program.
Uncertainty about the benefits of the program and lim-
ited local evidence on the impact of such programs on
patients’ self-care abilities, known barriers for engage-
ment by health care providers, were also mentioned by
GPs in our study [18]. As recommended by the imple-
mentation literature we made efforts to assure that the
education program was compatible with the needs of
the adopters. Most GPs preferred to be involved once a
clear concept was developed, giving them the opportu-
nity to adapt the proposal. This strategy has recently
also been reported by some care groups in the Nether-
lands [19].
Strengths and limitations of the study
An important strength of this study is that we were able
to reach a group which is not often represented in stu-
dies, namely GPs who are reluctant to use a new service
in a real world context. Where, in the past, non partici-
pants were often seen as ‘unwilling’ individuals, their
opinions are currently valued in relation to the evalua-
tion and adaptation of interventions [20]. The results of
this study are, for this reason, complementary to the
study findings among regular users and are useful to
enhance the engagement of GPs in self-management
support initiatives in the future. Further, we can assume
that the findings reflect the opinion of the target group
of the study. In order to encourage candid responses the
interviews were conducted by a trained interviewer
(MV), who was not involved in the original pilot study.
According to MV most GPs were cooperative and will-
ing to reflect on the introduction of the service in the
region. Furthermore, the atmosphere during the inter-
views was mostly open and friendly. Another strength of
the study is the use of the Greenhalgh model in the
data analysis process. In the past this model has showed
to be helpful to reflect on the spread of complex inno-
vations in a specific context [14-21]. Investigating the
interview data according to this model was very useful
to clarify the problem of limited uptake and to formu-
late lessons for future self-management support
initiatives.
We have to consider some limitations too. In order to
categorise the GPs, we defined referral rate by the num-
ber of patients entering the program. This is probably
an underestimation of the real referral rate. However,
according to the interview data, GPs were assigned to
the appropriate groups. Further, the education program
was part of a complex intervention in the region. Some
other components of the intervention may have (posi-
tively or negatively) influenced the attitude of GPs
regarding the education program. According to the
interview data, e.g., the audit and feedback component
of the complex intervention increased the perception of
administrative workload and was for some GPs an extra
barrier to use the program.
Conclusion
There is growing evidence that engagement of health
care professionals, in particular of GPs, is critical for the
successful application of self-management support pro-
grams. However, the engagement of GPs in the recruit-
ment of patients is not self-evident, even when efforts
are made to integrate the program in primary care, as in
our case. The results of this study contribute to a better
understanding of the reasons why GPs hesitate to refer
patients and the strategies needed to enhance their
engagement in the future. First of all, the role of GPs in
(diabetes) care needs to be clarified before introducing
new functions. This can partly be resolved at the regio-
nal level, but actions on the national health policy level
are necessary too. Feelings of security and a ‘basic trust’
of providers in the health system are a prerequisite for
participation in care innovation. Moreover, some impor-
tant lessons regarding the implementation of an educa-
tion program in primary care have been learned from
the study:
￿ Limit the administrative workload.
￿ Make potential benefits of an education program
(more) visible for GPs and patients and give clear
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who will benefit (the most).
￿ Increase awareness among patients about the avail-
ability of an education program.
￿ D e l i v e rt h es e r v i c eb yp r e f e r e n c ei nt h es a m es e t -
ting as the GP, or as close as possible.
￿ Create opportunities for GPs to train motivational
skills.
￿ Use the first contact with the program as a unique
opportunity to enhance trust in the added value of
the program.
￿ Give time for the innovation to spread.
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